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influenza Activity in Civilian and 
Military Populations and Key Points for Use of Influenza Vaccines 


Investigation of influenza-like iliness in military personnel has confirmed infections with 
the A/Taiwan/86(H1N1)-like variant. These outbreaks have provided additional evidence sup- 
porting the use of the 1986-1987 supplemental monovalent influenza vaccine in recom- 
mended high-risk groups of young adults and also in young adults providing health care or 
other essential services. 

Asia. During April and May 1986, influenza-like activity was reported among military per- 
sonnel stationed at three U.S. Air Force bases in the Philippines and Japan. Paired sera were 
collected from eight ill individuals, including five persons who had been vaccinated with tri- 
valent influenza vaccine between October 1985 and January 1986. The geometric mean titer 
(GMT) determined from hemagglutination inhibition (Hi) test results for the acute-phase sera 
from the vaccinated personnel was 140 for the A/Chile/83(H1N1) antigen and 35 for A/ 
Taiwan/86. Convalescent-phase sera showed a four-fold increase in the GMT (560) for 
A/Chile/83 and a ten-fold rise in the GMT (370) for A/Taiwan/86. These findings provide cir- 
cumstantial evidence that ilinesses were caused by infections with A/Taiwan/86-like viruses. 

Florida. Between October 10 and November 7, 1986, at least 52 active duty personnel at 
the Key West Naval Base experienced a respiratory illness characterized by feverishness, 
cough, and sore throat or myalgias. Thirty-four ill persons were members of one 111-person 
squadron that was interviewed after an outbreak of influenza-like iliness, and the others were 
identified by reviewing the Naval Medical Clinic records. A/Taiwan/86-like virus was isolated 
from three of four nasopharyngeal cultures collected on November 5 from ill persons. Patients 
in the squadron ranged from 19 to 39 years of age; 88% of them were <35 years of age. 
Onset of illnesses occurred from October 19 to November 2. Supplemental monovalent 
A/Taiwan/86(H1N1) vaccine had not yet been used. The attack rate among squadron mem- 
bers who had been vaccinated with the 1986-1987 trivalent influenza vaccine— which con- 
tains A/Chile/83 antigen as its type A(H1N1) component—was 36.5% (23/63); among the 
unvaccinated, the attack rate was 33.3%(11/33). Other differences between the vaccinated 
and unvaccinated groups that might affect illness rates were not identified. 

Control measures implemented on the naval base included recommending that all active 
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duty service members < 35 years of age be vaccinated with the supplemental monovalent in- 
fluenza A(H1N1) vaccine. All military dependents who were <35 years of age and also in 
defined high-risk groups and all health care workers <35 years of age were also vaccinated 
and received a 14-day course of amantadine chemoprophylaxis beginning at the time of 
vaccination. 

Other Reports — United States. influenza type A(H1N1) virus also has been isolated from 
patients during outbreaks of influenza-like illness in two other states. In Massachusetts, virus 
was isolated in mid-November from one student in each of two Boston colleges. Large in- 
creases in the numbers of students seen with influenza-like iliness were noted at the time the 
specimens were collected. In New York City, virus was isolated from two young-adult inmates 
who were ill in mid-November during an ongoing outbreak of influenza-like illness in an ado- 
lescent detention center. During the outbreaks in Massachusetts, New York, and Key West, 
Florida, there was no apparent spread to surrounding communities where influenza-like illness 
continued to occur at sporadic levels. 

Influenza type A(H1N1) virus was also isolated in association with sporadically occurring 
cases in Oregon, New York, and Texas. In Oregon, virus was isolated in early November from 
a teenage patient living near Portland. In New York City, from late October to mid-November, 
type A(H1N1) virus was isolated from five children and two young adults. In Houston, Texas, 
active surveillance has identified a total of 15 type A(H1N1) virus isolates collected from resi- 
dents (nearly all children) during late October to mid-November. 

influenza type B virus has been identified from ill persons in California and Texas. In Califor- 
nia, virus was isolated from a 77-year-old resident of San Joaquin County who was ill in mid- 
October. In Texas, a man returning by air from South America in early Nevember had influenza 
soon after arriving in Houston. His son developed influenza two days later; type B virus was 
isolated from both father and son. 

Reported by HM! RD Huff, USN, Dept of Environmental and Occupational Health, Naval Medical Clinic, 
Key West, Florida; CDR RL Buck, MC, USN, LCDR DH Trump, MC, USN, Epidemiology Dept, Navy Environ- 
mental and Preventive Medicine Unit, No. 2, Norfolk, Virginia; Epidemiology Div, Disease Surveillance Sr, 
Laboratory Br-Virology Section, USAF School of Aerospace Medicine, Brooks Air Force Base, Texas; EE 
Buff, MS, E Wyner, MT, V Mock, M Wilder, MD, MS, Acting State Epidemiologist, Florida State Dept of 
Health and Rehabilitative Svcs; B Daidone, K Bromberg, MD, Kings County Hospital, C Braslow, MD, | Spi- 
gland, MD, Montefiore Hospital, S Schultz, MD, New York City Dept of Health, D Morse, MD, State Epide- 
miologist, New York State Dept of Health; V Berardi, L Mofensen, MD, P Etkind, G Grady, MD, State Epi- 
demiologist, Massachusetts Dept of Public Health; influenza Research Center, Baylor College of Medi- 
cine, Houston, C Alexander, MD, State Epidemiologist, Texas Dept of Health; R Schieble, PhD, R Murray, 
PhD, J Chin, MD, State Epidemiologist, California Dept of Health Svcs; B Matsuda, MR Skeels, PhD, DW 
Fleming, MD, LR Foster, MD, MPH, State Epidemiologist, Oregon Dept of Human Resources; Div of Field 


Services, Epidemiology Program Office, WHO Collaborating Center for Influenza, Influenza Br, Div of Viral 
Diseases, Center for infectious Diseases, CDC. 


Editorial Note: influenza A/Taiwan/86(H1N1)-like viruses were first isolated in Asia in early 
1986. These viruses circulated in the western pacific region until about mid-year and caused 
iliness primarily in children and young adults living in the region (7,2). Because there is a high 
degree of antigenic variation between the A/Taiwan/86-like viruses and the A/Chile/83 
(H1N1) component of the trivalent 1986-1987 influenza vaccine, a supplemental monovalent 
vaccine containing A/Taiwan/86(H1N1) virus antigen was recommended, particularly for 
high-risk children and young adults. 

The Key West report is the first outbreak of influenza-like illness identified in the United 
States during the 1986-1987 influenza season, and isolation of influenza A/Taiwan/86-like 
virus from three of four patients identified this as the etiologic agent. In late September and 
early October, the U.S. Navy implemented its 1986-1987 trivalent influenza immunization 
program; the supplemental monovalent influenza immunization program had not yet begun. 
The finding of similar attack rates among persons receiving the trivalent vaccine and non- 
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vaccinated persons is consistent with previous serologic data (3). It is also consistent with 
reported data for Air Force personnel that high post-vaccination antibody titers against 
A/Chile/83 in young adults do not guarantee protection against infection by A/Taiwan/86-like 
virus. 

It is important to note that the influenza vaccination policy of the Armed Forces of the 
United States differs from the Immunization Practices Advisory Committee (ACIP) recommen- 
dations. In addition to following the ACIP recommendations for civilian dependents and health 
care personnel, the Armed Forces recommend routine vaccination for all military personnel be- 
cause of the need to prevent influenza outbreaks that could impair a unit's ability to carry out 
its mission. The decision to give the monovalent A/Taiwan/86 vaccine to all service members 
<35 years of age stationed at the Key West facility during the outbreak is in keeping with 
this policy. 
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The ACIP recommendations for the civilian population are intended to protect indi- 
viduals who, because of existing medical conditions, are at high risk for severe influenza 
and serious complications. The presence of influenza type A(H1N1) outbreaks and type B 
virus infections in the United States emphasizes the need for all high-risk individuals to 
receive appropriate vaccination, including trivalent vaccine. Although this information 
has been published previously in the MMWR (2,4, 5), it is important to re-emphasize the 
following key points: 


@ High-risk persons of all ages should receive the standard trivalent vaccine accord- 
ing to previously published ACIP recommendations. 
@ The Public Health Service (PHS) urges health care personnel who treat high-risk 


children or high-risk adults < 35 years of age to provide both trivalent and supple- 
mental A(H1N1) influenza vaccines to their patients. 
Vaccination with the trivalent vaccine should not be delayed if the supplemental 
vaccine is not available at the time the trivalent vaccine would normally be given. 
Supplemental vaccination is of potential benefit to many other groups of young 
persons to reduce morbidity if A(H1N1) outbreaks occur. The potential for in- 
troducing influenza to high-risk patients could be reduced by vaccinating young 
adult parents and siblings of high-risk children; young health care personnel who 
provide care for young, high-risk patients; and young employees who perform es- 
sential services in the public or private sector. 
There is no special emphasis by the PHS to provide the supplemental vaccine to 
adults =35 years of age. However, it may be used in this group either as an added 
precaution, if the physician and patient so desire, or on the basis of institutional or 
other local policy decisions. (To date, the elderly have not been involved in the first 
reported influenza A(H1N1) infections in the United States.) 
Aspirin use during influenza, influenza-like illnesses, and chickenpox has been as- 
sociated with Reye syndrome (6), a rare but serious disease. Therefore, the PHS 
warns that children and teenagers =18 years of age should not use aspirin or 
aspirin-containing medications for the treatment of these illnesses (7). 
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Dengue in the Americas, 1985 


The Americas experienced increased dengue activity in 1985 with 68,998 cases reported 
as compared to 43,435 cases in 1984 and 25,216 cases in 1983. In 1985, as in 1983 and 
1984, three serotypes (DEN-1, DEN-2, and DEN-4) circulated in the region. Twenty countries 
reported dengue activity, and the serotype was confirmed by virus isolation and/or serology 
in 14. Although all three serotypes were widely distributed in 1985, DEN-1 continued to be 
the predominant virus serotype in the region. Three countries (Mexico, Puerto Rico, and Vene- 
zuela) had three serotypes circulating simultaneously (DEN-1, DEN-2, and DEN-4), while five 
other countries had at least two serotypes (Table 1). 

Nicaragua and Aruba experienced major dengue epidemics in 1985. Small numbers of 
cases with severe and fatal hemorrhagic disease were reported in both countries. The Nicara- 
guan Ministry of Health reported 17,483 cases of dengue, most of which occurred late in the 
year. DEN-1 was the predominant virus isolated (18 strains), but DEN-2 was also isolated (8 
strains). In addition, seven cases of fatal hemorrhagic disease in adults were reported, and one 
was confirmed as DEN-1 by virus isolation. Aruba, Netherland Antilles, reported 24,000 
cases of dengue during a DEN-1 epidemic that began in late 1984 and continued through 
March 1985. There was one virologically confirmed case of fatal hemorrhagic disease 
(DEN-1) in an adult female. A sibling of this patient died of a similar hemorrhagic disease 3 
weeks earlier; however, the disease was not confirmed as dengue. 

Dengue transmission continued in Mexico, but to a lesser extent than in the previous 2 
years. Honduras and El Salvador also reported dengue activity. In South America, both Colom- 
bia and Venezuela had confirmed dengue transmission. While three serotypes were confirmed 


in Venezuela, no outbreaks were reported. Beginning in October, the southern port city of 
Tumaco, Colombia, experienced a mixed outbreak of DEN-1 and DEN-2. A total of 7,797 


TABLE 1. Reported cases of dengue in the Americas by country, 1985 





Country Number of cases Virus serotypes 


Aruba 24,000 DEN-1 
Bonaire 6 DEN-1 
Colombia 7,797 DEN-1, DEN-2 
Dominica 1 DEN-2 
Dominican Republic 92 DEN-2, DEN-4 
El Salvador 425 

French Guiana Sporadic 

Guadeloupe 216 

Haiti 20 DEN-2, 
Honduras 307 

Martinique Sporadic 

Mexico 16,182 DEN-2, DEN-4 
Nicaragua 17,483 DEN-1, DEN-2 
Puerto Rico 2,371 DEN-2, DEN-4 
St. Christopher-Nevis 2 . 
St. Martin 2 DEN-2 
Trinidad and Tobago 7 DEN-1, DEN-2 
United States 48 DEN-1, DEN-4 
U.S. Virgin Islands 39 DEN-1 


Venezuela Sporadic DEN-1, DEN-2, DEN-4 





Total 68,998 


“No information on virus serotypes for these countries. 
t Serologically determined 
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cases were reported in the whole country in 1985. DEN-2 was the predominant serotype 
isolated in Colombia in 1985. 

With the exception of a small outbreak in Puerto Rico, dengue activity in the Antilles islands 
remained sporadic in 1985. In Puerto Rico, 133 cases were confirmed from late August 
through December. Two cases of hemorrhagic disease in children were confirmed by virus 
isolation—one DEN-1 with a primary-type serologic response and one DEN-2 with a 
secondary-type response. Forty-eight cases of suspected dengue were reported in the United 
States. However, only eight cases were confirmed, and all of these had been imported. 

Clinically, most of the iliness reported in the Americas in 1985 was of the classical type. 
However, there appears to be increased sporadic incidence of hemorrhagic disease associat- 
ed with dengue infection in most countries of the region. 

Reported by Pan American Health Organization, Washington, DC; Caribbean Epidemiology Center, Port- 
of-Spain, Trinidad; Pasteur Institute, Cayenne, French Guiana; Instituto de Salubridad y Enfermedades 
Tropicales, Mexico City, Mexico; Instituto Nacional de Salud, Bogota, Colombia; Instituto Nacional de 
Higiene “Rafael Rangel,” Caracas, Venezuela; Institute of Tropical Medicine “Pedro Kouri,” Havana, 
Cuba; Puerto Rico Health Dept, San Juan, Puerto Rico; Dengue Br, Div of Vector-Borne Viral Diseases, 
Center for Infectious Diseases, CDC. 

Editorial Note: For the past several years, dengue transmission in the Americas has been 
characterized by more frequent epidemic activity. More countries have been reporting severe 
hemorrhagic disease, and the total number of cases of severe hemorrhagic disease has in- 
creased. The number of circulating dengue virus serotypes has also increased. In Asia, dengue 
fever changed from a benign flu-like iliness to become one of the leading causes of morbidity 
and mortality among southeast Asian children. The current epidemiologic pattern of dengue 
in the Americas is similar to the pattern that occurred in southeast Asia in the 1950s. 

It is often believed that the highest risk for dengue hemorrhagic fever (DHF) is associated 
with DEN-2 infection. This serotype, while widespread in the region, has only occurred spo- 
radically in recent years. Although secondary infection with DEN-2 is a definite risk factor for 
DHF, most severe and fatal cases of DHF in 1984 and 1985 were caused by DEN-1 or DEN-4. 
Furthermore, DEN-3 has been shown to cause severe and fatal DHF in some countries of 
southeast Asia. Thus, health authorities should assume that all four serotypes are capable of 
causing epidemics of DHF, and they should act to establish proper surveillance for the disease. 

Aedes albopictus (1,2), an efficient Asian mosquito host for dengue viruses, has recently 
been discovered in the United States and Brazil. This aggressive, man-biting mosquito has 
both rural and urban habitats. It also has been shown to transmit dengue viruses both trans- 
ovarially (from female mosquitoes to their offspring through infection of the eggs) and from 
man to man. If Ae. a/bopictus becomes involved in dengue transmission in the Americas, then 
the situation in this region would become even more similar to the situation in southeast Asia. 
The presence of Ae. a/bopictus in the Americas adds further stimulus for surveillance of 
dengue and DHF in the region. 

References 
1. CDC. Aedes albopictus infestation— United States, Brazil. MMWR 1986;35:493-5. 
2. CDC. Aedes albopictus introduction— Texas. MMWR 1986;35:141-2. 
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Turtle-Associated Salmonellosis — Ohio 


On June 6, 1986, two cases of turtle-associated salmonellosis were reported in Columbus, 
Ohio. A 2-year-old boy became ill with fever, abdominal pain, and bloody diarrhea 4 days 
after his mother had purchased a pet turtle from a local pet store. His 4-year-old brother de- 
veloped similar symptoms the next day. 
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Stool cultures from both boys yielded Sa/monel/a typhimurium. Following investigation by 
the Ohio Department of Health, S. typhimurium was isolated from the turtle and from a water 
sample taken from the turtle bow! in the children’s home. All four isolates of S. typhimurium 
had the same plasmid profile. The turtle was a red-eared slider, 7rachemys scripta elegans 
(formerly Pseudemys scripta elegans [1 }), with a carapace diameter of 2 inches. 

When investigators from the Food and Drug Administration and the Ohio Department of 
Health visited the pet store, no more turtles were available. The store owner had purchased 
the turtles from a local distributor who sells reptiles primarily to local universities and other 
institutions for scientific purposes. The invoice for the sale of the turtles to the pet store 
stated that the turtles were to be used for scientific purposes only. 

Locai nealth departments in Ohio were notified that turtles might be for sale illegally in 
their jurisdictions. No other cases of turtle-associated salmonellosis have been reported in 
Ohio 
Reported by LK Giljahn, MPH, infectious Disease Epidemiology Unit, T/ Halpin, MD, MPH, State Epidemi- 


ologist, Ohio Dept of Health; Food and Drug Administration; Enteric Diseases Br, Div of Bacterial Dis- 
eases, Center for infectious Diseases, CDC. 


(Continued on page 739) 





TABLE |. Summary —cases specified notifiable diseases, United States 





47th Week Ending Cumulative, 47th Week Ending 
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Mumps 
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Typhord fever 

Typhus fever tick-borne (RMSF) 


4 
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TABLE I. Notifiable diseases of low frequency, United States 





Cum. 1986 





Anthrax . Leptospirosis (Tex. 1) 
Botulism: Foodborne (Calif. 1) Plague 
infant (Utah 1, Wash. 2, Calif. 1) Poliomyelitis, Paralytic 
Other Psittacosis (Fila. 1) 
Brucellosis (Ark. 1, Tex. 1) Rabies, human 
Cholera Tetanus (Fla. 1) 
Congenital rubella syndrome 


Trichinosis 
Congenital syphilis, ages < 1 year Typhus fever, flea-borne (endemic, murine) 
Dipnthena - 














* There were no cases of internationally imported measies reported for this week 
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TABLE Ill. Cases of specified notifiabie diseases, United States, weeks ending 
November 22, 1986 and November 23, 1985 (47th Week) 





Reporting Area 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
November 22, 1986 and November 23, 1985 (47th Week) 


Measies (Rubeola) 
indigenous imported * 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States. weeks ending 
November 22, 1986 and November 23, 1985 (47th Week) 
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TABLE IV. Deaths in 121 U.S. cities." week ending 
November 22, 1986 (47th Week) 





All Causes, By Age (Years) 





Reporting Area an 
Ages 
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Omaha. Nebr 108 
St Lous, Mo 158 
St Paul, Minn 63 
Wichita, Kans 68 
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S ATLANTIC 
Atlanta. Ga 
Baltemore. Ma 
Charlotte. N.C 
Jacksonville. Fla 
Miarm, Fla 


1,028 
171 


Savannah Ga 

St Petersburg Fla 
Tampa. Fla 
Washington. D C 
Wilmington. Del 


ES. CENTRAL 
Burmingham. Ala 
Chattanooga. Tenn 
Knoxville. Tenn 
Loursville. Ky 
Memptis. Tenn 
Mobile Ala 
Montgomery Ala 
Nashville. Tenn 


WS CENTRAL 
Austin, Tex 
Baton Rouge. La 
Corpus Christi. Tex 
Dallas, Tex 

El Paso. Tex 
Fort Worth. Tex 
Houston. Tex 
Little Rock, Ark 
New Orleans. La 
San Antomo. Tex 
Shreveport La 
Tulsa. Okla 


MOUNTAIN 
Albuquerque N Mex 
Colo Springs. Colo 
Denver. Colo 

Las Vegas. Nev 
Ogden. Utah 
Phoemax Anz 
Pueblo. Colo 

Salt Lake City. Utah 
Tucson. Anz 


PACIFIC 

Berkeley, Calf 
Fresno. Calif 
Glendale. Cait 
Honolulu. Hawan 
Long Beach. Calif 


+ Los Angeles. Calif 


Oakland. Calif 
Pasadena. Calif 
Portland. Oreg 
Sacramento. Caht 
San Diego. Calif 
San Francisco. Calit 
San Jose. Calif 
Seattle. Wash 
Spokane. Wash 
Tacoma. Wash 


TOTAL 12,741 


tt 
8.274 


seo 


al 
oo 


@ @neowowo- 


- 
w 


- ~ -—- w& ) 
Se NTNES MOROHEMDO “HHS 


~ 


fo) 
Me-O-O-Fny we 


27 
2.677 1,033 


1 ON -NWOED-ODWD 
»NO-KOFTWNE-TAON 
waavan~wweed 


Ww 


QwWwOeQnnn 
be 


swN--@e 
GON eN 


~ 
fo 


W-OOeU@O-&UN NE 


b--NW— 


WWO-$-$OBNWH--WN WH, 


@, &Owugrn NwNS ee 
nN 
ou sw -NO@ —-o@ 
wuonmanead oe 


co 
a-o 





* Mortality data in this table are voluntarily reported from 121 cities in the United States. most of which have populations of 100.000 or 
more.A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 


** Pneumomea and influenza 


+ Because of changes in reporting methods in these 3 Pennsyivama cities. these numbers are partial counts for the current week Complete 
counts will be available in 4 to 6 weeks 

tt Total includes unknown ages 

§ Data not available Figures are estimates based on average of past 4 weeks 
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Salmonellosis — Continued 

Editorial Note: Pet turtles are estimated to have caused 14% of reported cases of salmonello- 
sis in humans in the early 1970s (2). Consequently, the interstate and intrastate commercial 
distribution of turtles <4 inches in carapace diameter was banned in 1975, except for bona- 
fide scientific, educational, or exhibitional purposes (3). After this ban went into effect, turtle- 
associated salmonellosis in the United States became rare (4). However, pet turtles exported 
from the United States have been associated with human salmonellosis in the United Kingdom 
(5), Japan (6), and Yugoslavia (7). Recently, in israel, aquarium cultures of pet turtles imported 
from the United States yielded Sa/monel//a, and that country has temporarily banned the impor- 
tation of these turtles (8). Diversion of these turtles into U.S. markets has been associated with 
human illness in Puerto Rico and, sporadically, in the continental United States (7). Since the 
importation of small turtles into the United States has long been restricted, turtles for sale in 
pet stores in the United States are likely to be of U.S. origin (9). 

Turtles are easily infected with Sa/monelia from the environment and can acquire the or- 
ganism in ovo or after hatching (70). Treating turtle eggs with gentamicin has been proposed 
as a means of producing Sa/monel/a-free turtles (77). However, only one evaluation of this 
technique has been published, and the efficacy of the technique in practice has not been es- 
tablished. The technique may promote gentamicin resistance in Sa/monelia, as a similar tech- 
nique has when used in treating turkey eggs (72). Furthermore, uninfected baby turtles can 
easily acquire Sa/monelia from other turtles or from the environment after hatching. Turtles 
also harbor Campylobacter, Aeromonas, and other potential pathogens (73,74). They are not 
appropriate pets for small children. 

Prompt investigation of turtle-associated salmonellosis can prevent further illness. It is par- 
ticularly important to determine the origin and distribution of the turtles, whether they were 
hatched from gentamicin-treated eggs, and whether they carry Sa/monelia. Clinicians who en- 
counter cases of turtle-associated salmonellosis are encouraged to report them to local and 
state public health officials, who, along with Food and Drug Administration officials, can in- 
vestigate the cases and enforce the law. 
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Smoking Prevalence and Cessation in Selected States, 
1981-1983 and 1985 — The Behavioral Risk Factor Surveys 


From 1981-1983, 28 states and the District of Columbia participated in Behavioral Risk 
Factor Surveys (BRFS) conducted by the Center for Health Promotion and Education of the 
Centers for Disease Control. The surveys were designed to study risk factors for the 10 lead- 
ing causes of premature death in this country (7 ). They included questions on smoking behav- 
ior. The Behavioral Risk Factor Surveillance System (BRFSS) began in 1984 as a followup to 
the BRFS. The purpose of this system is to monitor changes in risk factors by state, over time. 
The BRFSS operated for the second year in 1985 and included 21 states and the District of 
Columbia. Thirteen states participated in both the 1981-1983 BRFS and the 1985 BRFSS. 
Analyses of data from participating states have permitted documentation of changes in smok- 
ing behavior between these two time periods 

in both the 1981-1983 BRFS and the 1985 BRFSS, data were collected by teiephone from 
persons => 18 years of age who were selected using random digit dialing techniques {7,2). In 
these surveys, an “ever smoker” was defined as a respondent who reported smoking = 100 
cigarettes in his or her lifetime. A “current smoker” was defined as a respondent who had 
smoked = 100 cigarettes and who was still smoking. A “former smoker” was defined as a re- 
spondent who was not currently smoking, but who reported having smoked = 100 cigarettes 
during his or her lifetime. The “quit ratio” was defined as the ratio of “former smokers” to 
“ever smokers”. In the 1985 survey, an “attempter” was defined as a current smoker who had 
quit smoking for =1 week in the past year. Tables 2 and 3 show the quit ratios and the preval- 
ences of current smokers for both the 1981-1983 BRFS and the 1985 BRFSS. They also 
show the prevalences of attempters in the states participating in the 1985 BRFSS. 

in 1985, women in five states (Connecticut, Florida, Montana, Rhode Island, and Wiscon- 
sin) reported current smoking at a rate equal to or greater than the rate reported by men. In all 
but one state, the percentage of current smokers among men decreased between the period 
1981-1983 and 1985. However, these decreases were statistically significant in only three 
states: Kentucky, North Carolina, and Tennessee. The prevalence of smoking among women 
declined between the period 1981-1983 and 1985 in nine of the 13 states, but none of 
these changes in prevalence reached statistical significance. In 10 of the 13 states, the per- 
centage decrease in current smoking among men between the period 1981-1983 and 1985 
was greater than the percentage decrease among women. 

In 1985, the male quit ratio in every state but two was higher than the female quit ratio. In 
11 of the 13 states with data for both survey periods, the male quit ratio was greater in 1985 
than for the period 1981-1983; in the remaining two states, the 1985 male quit ratio was 
less than or equal to the 1981-1983 ratio. In nine of the 13 states, women had a greater quit 
ratio in 1985 than for the period 1981-1983, and in the remaining four states their quit ratio 
was less in 1985. 

While the quit ratio is a measure of cessation over an extended time period, attempts to 
quit, which were measured in 1985, indicate recent cessation efforts by current smokers. In 
16 of 22 states, the percentage of male attempters was greater than the percentage of 
female attempters. 

Reported by R Brooks, Office of Health Education, Arizona Dept of Health Svcs; F Capell, Health 
Education-Risk Reduction Program, California Dept of Health Svcs; S Benn, Chronic Disease Control Sec, 
Connecticut State Dept of Health Svcs; R Conn, EdD, Preventive Health Svcs Administration, District of 
Columbia Dept of Human Svcs; WW Mahoney, Health Promotion Program, Florida Dept of Health and 
Rehabilitative Svcs; JD Smith, Div of Public Health, Georgia Dept of Human Resources; JV Patterson, 
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Health Education Sec, Bureau of Preventive Medicine, Idaho Dept of Health and Welfare; D Patterson, Div 
of Education and Information, Iilinois Dept of Public Health; S Jain, Div of Health Education, Indiana State 
Board of Health; K Bramblett, Dept of Health Svcs, Kentucky Cabinet for Human Resources; N Salem, 
PhD, Minnesota Center for Health Statistics; R Moon, Health Education and Promotion Program, Montana 
Dept of Health and Environmental Sciences; T Gerber, Bur of Adult and Gerontological Health, New York 
State Dept of Health; R Staton, Health Promotion Br, Div of Health Svcs, North Carolina Dept of Human 
Resources; B Lee, Div of Research, Information and Support, North Dakota State Dept of Health; E Cap- 
well, Ohio Dept of Health, Bur of Preventive Medicine; J Cataido, Div of Health Promotion, Rhode Island 
Dept of Health; FC Wheeler, Div of Chronic Disease, South Carolina Dept of Health and Environmental 
Control; J Fortune, Div of Health Promotion, Tennessee Dept of Health and Environment; GV Lindsay, Bur 
of Health Promotion and Risk Reduction, Div of Community Health Svcs, Utah Dept of Health; R Ander- 
son, Health Education Dept, West Virginia Dept of Health; DR Murray, Wisconsin Center for Health 
Statistics; Div of Nutrition, Behavioral Epidemiology and Evaluation Br, Div of Health Education, Center 
for Health Promotion and Education, CDC. 
Editorial Note: Prevention and cessation of smoking will accomplish significant improve- 
ments in health status (3,4). While the favorable decreasing trend in smoking prevalence 
seen in 13 selected states does not necessarily reflect the degree of change in the entire coun- 
try, it is consistent with the national trend observed since 1965 (5,6). 

More men appear to be stopping smoking than women, even though the smoking hazards 
for both men and women have been widely publicized. The 1980 Surgeon General's report in- 
dicated that smoking cessation is more difficult for women than for men (7). 


TABLE 2. Male smoking prevalence and cessation by state, 1981-1983 and 1985 beha- 
vioral risk factor surveys 





1981-1983 1985 
% Current % Current 1981-1983 1985 1985 
State LC k % Change 95% C.L. Quitratio Quitratio % Attempters 








Arizona 33.0 28.1 -49 (-—12.5,+2.7) 43.5 492 444 
California 30.9 26.3 -46 (-—10.2,+1.0) 466 54.0 47.2 
Connecticut . 28.2 vs 53.1 425 
District of 

Columbia 34.9 29.0 d (-—15.5,4+3.7) 40.0 54.0 
Florida 33.7 26.9 ‘ (—15.5,+1.9) . 55.6 41.2 
Georgia 32.9 38.0 (-—3.7,+13.9) 375 46.3 
idaho , 27.7 50.8 42.0 
Whinors a 26.2 55.0 33.1 
Indiana 36.8 (-—10.6,+7.2) 44.7 39.9 
Kentucky 33.1 (-24.3,-5.5) 45.5 426 
Minnesota 31.1 474 43.6 
Montana 24.3 (—13.6,+2.4) 57.1 32.3 
North Carolina 31.4 (-25.4,-7.6) 43.3 36.4 
North Dakota 25.9 579 40.1 
New York 32.7 (-—8.7,+5.5) 43.9 
Ohio 31.9 (—12.1,+4.1) 43.4 
Rhode Island ° 275 39.3 
South Carolina “i 34.9 443 
Tennessee 39.5 30.8 (-16.3,-0.9) 37.1 
Utah : 179 38.2 
West Virginia 36.9 28.7 (-—15.9,+0.5) 464 
Wisconisn ° 416 


Median 34.9 28.5 423 





“Not collected in 1981-1983 BRFS 
ty = <0.05, z test. 
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Approximately two-fifths of both men and women smokers reported stopping smoking 
for 21 week in the past 12 months. This is over twice the rate (15%) of yearly attempts to 
quit smoking reported elsewhere (8). Increased cessation efforts may be due to policies 
against smoking in public places and worksites, growing societal pressure against smoking, 
increased tobacco costs, increased awareness of health consequences, and greater availabili- 
ty of formal smoking cessation programs (8). 

The information reported here shows important, consistent changes in smoking behavior 
that will provide substantial health benefits to the nation. Four states (idaho, Montana, Utah, 
and Wisconsin) have reached the 25% smoking prevalence stated as a goal in the 1990 Ob- 
jectives for the Nation (2,9). However, even this prevalence will translate into substantial dis- 
ease risk. The growing emergence of women as the group showing the slowest decline in 
smoking is disturbing and indicates a need for additional efforts in cessation and prevention 
of smoking among women. Further analyses of BRFSS data from participating states may 
identify other groups that need to be targeted by prevention and cessation strategies. 
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TABLE 3. Female smoking prevalence and cessation by state, 1981-1983 and 1985 


behavioral risk factor surveys 





1981-1983 1985 
% Current % Current 1981-1983 1985 1985 
State ik i % Change 95% C.L. Quitratio Quitratio % Attempters 








Arizona 29.7 248 -49 (-—10.8,+1.0) 33.8 39.7 416 
California 26.1 2493 -11 (-—5.8,+3.6) 425 36.9 423 
Connecticut 7 28.2 ° 49.7 420 
District of 

Columbia 31.6 23.5 (—15.9,+0.3) 446 51.1 
Florida 31.2 27.4 (—11.7, +4.3) . 43.5 41.1 
Georgia 248 20.5 (-10.5,4+2.1) 45.0 39.4 
idaho . 19.9 479 358 
Whnors . 26.1 38.7 36.2 
Indiana 276 279 (-6.8,+7.4) 35.1 355 
Kentucky 26.1 25.7 (-7.5,+6.7) 34.0 36.1 
Minnesota . 248 404 378 
Montana 215 248 (-—2.8,+9.2) 416 440 
North Carolina 285 238 (—11.1,41.7) 37.6 374 
North Dakota , 25.2 34.2 §2.1 
New York 28.2 30.2 (-3.5,+7.5) 35.5 39.6 
Ohio 25.1 258 (-5.5,+6.9) 374 39.9 
Rhode Island . 31.0 37.7 441 
South Carolina . 24.0 344 466 
Tennessee 26.2 246 (-6.9,+3.7) 32.1 36.5 
Utah . 13.4 ’ 42.1 30.0 
West Virginia 28.0 249 (-—10.7,+4.2) 38.7 34.7 
Wisconsin 7 246 442 41.0 


Median 276 249 38.7 39.8 





“Not collected in 1981-1983 BRFS 
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FIGURE |. Reported measles cases — United States, weeks 43-46, 1986 








GEBEES CASES REPORTED (C__] NO REPORTED CASES 
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